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ABSTRACT
Background: Guidelines and literature debate the importance of testing for bronchial reversibility and its total
significance is unclear. Clinically, patients with greater reversibility have higher fluctuations in respiratory symp-
toms, and hence may have a reduced health-related quality of life (HRQoL). On the other hand, they may have
a better HRQoL as medications may be more effective in this population. Presently, there are no reports con-
cerning the relationship between HRQoL as an indicator of therapy and reversibility. We hypothesized that the
reversibility of airflow limitation might be correlated with the HRQoL in COPD.
Methods: We examined 63 subjects with COPD (mean age: 71.7 years). Reversibility was measured by the
change in FEV1 and FVC after the inhalation of salbutamol (300 μg), and we investigated the relationship be-
tween the reversibility and the parameters of HRQoL, which included St. George’s Respiratory Questionnaire
(SGRQ), Visual analogue scale-8 (VAS-8), Short-Form 36-Item Health Study, Basic activities of daily living, In-
strumental activities of daily living, and the Oxygen cost diagram.
Results: Post-bronchodilator FEV1, % predicted was positively correlated with both the total scores of SGRQ
and VAS-8 (p < 0.0001 and p < 0.006, respectively). Furthermore, the reversibility of FVC was positively corre-
lated with all items of the SGRQ, except for impact (total score: p < 0.02; symptoms: p < 0.02; activity, p < 0.05;
total score of VAS-8: p < 0.02). However, the reversibility of FEV1 was neither correlated with the total score
nor any items in the scales.
Conclusions: Those who have FVC that respond to bronchodilator at rest might result in an improvement of
HRQoL after treatment.
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INTRODUCTION
The role of bronchodilator reversibility (BDR) in
chronic obstructive pulmonary disease (COPD) is im-
portant in establishing a diagnosis and determining
therapeutic strategies.1-3 According to recent ATS
ERS guidelines,2 the objectives for bronchodilator re-
versibility tests are as follows: exclusion of bronchial
asthma in the diagnosis of COPD, measurements of
the best and highest values for the pulmonary func-
tion test, prediction of the outcome, and determina-
tion of therapeutic strategies. However, the efficacy
of long-acting bronchodilators cannot be predicted
from that of short-acting bronchodilators.1-3 The sig-
nificance of BDR on outcomes is ill-defined. HRQOL
is one measure of outcomes in COPD patients. Clini-
cally, patients with greater reversibility have higher
fluctuations in respiratory symptoms, which may ad-
versely affect their health-related quality of life
(HRQoL). On the other hand, the benefit from medi-
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cines may be greater in patients with a higher BDR,
resulting in an improved HRQoL. To our knowledge,
no previous study concerning the relationship be-
tween HRQoL as an indicator of therapy and bron-
chial reversibility has been reported.
Standard guideline consensus for bronchodilator
reversibility has not yet been obtained. Two major is-
sues are likely warranted in this regard. First, a stan-
dard calculation formula has not been determined,4-6
and second, the clinical indications or applications for
reversibility data need to be clarified. The response to
inhaled bronchodilators can be assumed by measur-
ing lung functions, usually FEV1, before and after
drug administration.1-3 This may be a useful test;
however, it should not be used as an absolute guide
for the administration of a bronchodilator since the
response to bronchodilators on a particular occasion
may not accurately reflect responses at other times.7
Moreover, there is no consensus as to what consti-
tutes a significant response to bronchodilator ther-
apy, with any cut-off point being arbitrary in COPD.8
Substantial evidence suggests that ‘reversibility’ is a
continuous variable rather than a dichotomous trait.9
However, since forced vital capacity (FVC), slow vital
capacity (SVC), inspiratory capacity (IC), and exer-
cise tests show better correlations with symptoms in
COPD,10-13 there is good reason to measure response
rather than FEV1 in such patients. In the present
study, we hypothesized that reversibility of airflow
limitations might be correlated with the health-
related quality of life in COPD.
METHODS
The subjects were 63 consecutive patients who in-
itially consulted the outpatient clinic at the Respira-
tory Care Clinic, Nippon Medical School, Tokyo, Ja-
pan, for ambulatory treatment. Eligible patients ful-
filled the following criteria: 1) patients whose clinical
course, clinical symptoms, and laboratory data satis-
fied criteria for the clinical diagnosis of COPD,1 and
2) those with a life-long history of smoking, including
current and ex-smokers.
We excluded those:
1) with a history of atopy, or those with any appar-
ent asthmatic features
2) receiving any corticosteroid regimens
3) with exacerbations during the preceding three
months
4) with cognitive disorders, as assessed using the
mini-mental state examination (MMSE),14 with a
score less than 26
5) with other respiratory diseases such as bron-
chiectasis or any pulmonary fibrosis or cardiac disor-
ders
This study was approved by the Ethics Committee
of the institute, and the subjects were enrolled after
appropriate informed consent was obtained.
LUNG FUNCTION TESTS AND REVERSIBILITY
OF AIRFLOW LIMITATIONS
Patients were told to abstain from bronchodilators
(BD), including any types of β2 agonists andor anti-
cholinergic regimen, for 12 hours before testing.
There were no cases that received tiotropium at this
stage. Spirometry was performed before, then 20
minutes after an administration of 300 μg of salbuta-
mol (Glaxo Smith Kline, UK), using a meter-dose in-
haler with an inhalation chamber (715 ml). The best
record of three measurements was used for the analy-
sis. FVC was measured via forced expiration for at
least six seconds. In cases of older participants, ap-
propriate attention was paid to the technique as de-
scribed previously.15 The reversibility by salbutamol
inhalation was calculated for both FEV1 and FVC, in
addition to the air trapping index. The reversibility of
FEV1 was calculated by the following formula:16
([post-BD FEV1 − pre-BD FEV1]pre-BD FEV1)×
100%.
The reversibility of FVC was similarly defined. The
air trapping index was calculated using the following
equation: (VC-FVC) × 100VC.
QUALITY OF LIFE AND ACTIVITIES OF DAILY
LIVING
All of the patients were measured for a generic and
health-related quality of life (HRQoL) on the same
day that the lung function test was performed. These
included St George’s Respiratory Questionnaire
(SGRQ),17 Short-Form 36-Item Health Study (SF-
36),18,19 and the Visual analogue scale-8 quality of life
(VAS-8 QOL).20,21 Activities of daily living (ADL)
were evaluated using items from the basic activities
of daily living (BADL)22 and the instrumental activity
of daily life (IADL),23 while dyspnea on exertion was
evaluated using items from the oxygen cost diagram
(OCD).24 Japanese versions of SGRQ and OCD were
used in this study.25,26
To assess exercise capacity, the six-minute walking
distance test (6MWD) was applied using the standard
protocol.27
OTHER CLINICAL TESTING
Arterial blood gas was simultaneously measured
while room air was breathed in a supine position. To
exclude co-morbidity including heart failure, chest X-
ray (posterior-anterior direction), ECG, and blood
chemistry were performed.
STATISTICS
All results are expressed as means ± SEM. Group
means were compared by analysis of variance
(ANOVA) followed by a multiple comparison of
means by Fisher’s least-significance procedure. All
statistical tests were two-tailed and p < 0.05 was con-
sidered significant. To investigate the relationship be-
tween reversibility and HRQoL, linear regression
Airway Reversibility in COPD
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Table 1 Patient characteristics.
Male (n＝56), Female (n＝7)n (n＝63)
(72.0 ± 0.9/69.4 ± 0.9)71.7 ± 0.9 (70.0―73.4)Age (yr) (M/F)
DiferencePost-bronchodilatorPre-bronchodilator
0.24 ± 0.03 (0.18―0.30)2.66 ± 0.08 (2.51―2.81)2.42 ± 0.08 (2.26―2.58)FVC
0.10 ± 0.02 (0.07―0.13)1.38 ± 0.07 (1.38―1.51)1.28 ± 0.07 (1.15―1.41)FEV1
 － 0.53 ± 0.57 (－ 1.67―0.60)51.4 ± 1.68 (48.0―54.7)51.9 ± 1.55 (48.8―55.0)FEV1/FVC
4.08 ± 0.63 (2.81―5.34)55.7 ± 2.70 (50.3―61.1)51.6 ± 2.65 (46.3―56.9)FEV1, %predict
Arterial blood gas
(7.41―7.43) 7.42 ± 0.004pH
(41.6―43.9)42.8 ± 0.58PaCO2 (mmHg)
(72.1―76.9)74.5 ± 1.19PaO2 (mmHg)













(63.2―75.2)69.2 ± 3.00Mental health
(42.6―47.1)44.8 ± 1.14PCS
(44.2―49.9)47.1 ± 1.44MCS
Definition of abbreviations: 6MD = six-minute walking distance test; ADL = Activities of daily living; BADL: Basic activities of daily liv-
ing; IADL = Instrumental activities of daily living; 6MD = six-minute walking distance test; OCD = Oxygen cost diagram; SF-36 = Short-
Form 36-Item Health Study; PCS = Physical Cornel Summary; MCS = Mental Cornel Summary.
Table 2 Corelation between post-bronchodilator FEV1, 













Definition of abbreviations: SGRQ = St George’ s Respira-
tory Questionnaire; VAS-8 QOL = Visual analogue scale-8 
quality of life.
analysis was applied, taking the Pearson correlation
coefficient as a measure of the extent of the relation-
ship. Calculations for statistical analysis were per-
formed using SPSS 11.0 (SPSS Inc.; Illinois, 2001).
RESULTS
Participant characteristics are shown in Table 1. A to-
tal of 63 subjects, consisting of 56 men and 7 women,
with a mean age of 71.7 years, were studied; there
were no significant differences in age between men
and women. Mean values of reversibility in FEV1
(∆FEV1) and FVC (∆FVC) were 9.6% and 11.4%, re-
spectively. Post-bronchodilator FEV1, % predicted
was positively correlated with the following items of
SGRQ: total score (p < 0.0001, r2 = 0.300), symptoms
(p < 0.0007, r2 = 0.119), activity (p < 0.0001, r2 =
0.338), and impact (p < 0.0006, r2 = 0.169) (Table 2).
In addition, post-BD FEV1, % predicted was positively
correlated with the following items of VAS-8QOL: to-
tal score (p < 0.006, r2 = 0.239), dyspnea (p < 0.04, r2 =
Omata M et al.
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Fig. 1 Relationship between the reversibility of forced vital capacity and St. Georges’s 
Respiratory Questionnaire. ΔFVC was positively corelated with al SGRQ items except for 
impact.












































0.143), social activity (p < 0.05, r2 = 0.118), housework
or job (p < 0.002, r2 = 0.188), appetite (p < 0.01, r2 =
0.121), and anxiety (p < 0.005, r2 = 0.145) (Table 2).
However, neither the volume nor the percentage of
FEV1 reversibility was positively correlated with any
item of SGRQ, VAS-8 QOL, or SF-36, nor with BADL,
or IADL.
Figure 1 shows the relationship between ∆FVC and
SGRQ items. ∆FVC was positively correlated with all
SGRQ items except for impact (total score, p < 0.02,
r2 = 0.098; symptoms, p < 0.02, r2 = 0.068; activity, p <
0.05, r2 = 0.087).
Figure 2 indicates the relationship between the re-
versibility of FVC (∆FVC) and VAS-8 QOL items.
∆FVC was positively correlated with the following
items of VAS-8 QOL: total score (p < 0.02, r2 = 0.100),
dyspnea (p < 0.002, r2 = 0.177), social activities (p <
0.05, r2 = 0.072), and headache (p < 0.04, r2 = 0.079).
∆FVC was correlated with OCD (p < 0.002, r2 =
0.159), the social functioning of SF-36 (p < 0.02, r2 =
0.101), and the air trapping index (p < 0.005, r2 =
0.128) (Table 3). However, ∆FVC was not correlated
with either BADL or IADL. Although the air trapping
index was not correlated with ∆FEV1, it was posi-
tively correlated with ∆FVC (p < 0.005, r2 = 0.128).
The air trapping index was not correlated with any
item of VAS-8QOL; however, it was positively corre-
lated with the following items of SGRQ: total score
(p < 0.006, r2 = 0.118), symptoms (p < 0.05, r2 = 0.066),
activity (p < 0.03, r2 = 0.083), and impact (p < 0.02, r2 =
0.094). For SF-36, it was positively correlated with
body pain (p < 0.006, r2 = 0.124) and the physical com-
ponent summary (PCS) (p < 0.04, r2 = 0.070).
There was no correlation between ∆FVC and the
six-minute walking distance test (6MWD), and no
correlation between reversibility in FEV1 and the
6MWD was observed.
DISCUSSION
The present study investigated bronchodilator re-
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Fig. 2 Relationship between the reversibility of forced vital capacity and visual analogue 
scale-8 QOL. Reversibility of FVC was positively corelated with the folowing items of VAS-
8 QOL: total score (p＜0.02, r2＝0.100), dyspnea (p＜0.002, r2＝0.177), social activities 
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Table 3 Corelation between the reversibility of forced vi-














Definition of abbreviations: SGRQ = St George’ s Respira-
tory Questionnaire: VAS-8 QOL = Visual analogue scale-8 
quality of life; OCD = Oxygen cost diagram; SF-36 = Short-
Form 36-Item Health Study
versibility in stable COPD, and reported a cross-
sectional relationship between bronchodilator re-
versibility and the respective items of the health-
related QOL and activities of daily living.
The present study showed several interesting find-
ings. ∆FVC was positively correlated with HRQoL, as
shown in Figure 1 and 2. The air trapping index was
significantly and positively correlated with ∆FVC, and
also with many items in the HRQoL.
Newton et al. reported that a relatively low dose of
inhaled salbutamol reduces hyperinflation and gas
trapping in patients with significant baseline hyperin-
flation, often to a remarkable degree, even in patients
with advanced disease.28 Figure 3 shows the detailed
correlations among HRQOL items, ∆FVC, ∆FEV1,
and the air trapping index. Items showing a correla-
tion are represented by circles, while those without a
correlation are represented by ×. It is possible that
these reflect an improvement in pulmonary hyperin-
flation. According to the present results, air trapping
Omata M et al.
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Fig. 3 Possible relationship between QOL and pulmonary 
function. Detailed corelations among HRQoL items, ΔFVC 
(the reversibility of FVC), ΔFEV1 (the reversibility of FEV1), 
and the air trapping index. Items showing a corelation are 
represented by ○, while those without a corelation are rep






in COPD might be the contributing factor for the de-
crease in HRQoL. The improvement of FVC might
suggest the improvement of air trapping, and may re-
flect the significant correlation between the reversi-
bility of FVC and HRQoL.
However, several points in the study design, which
might have influenced the results, should be pointed
out. First, the subjects involved in this study were
limited to patients with stable COPD. In addition,
more than 90% of the subjects were 65 years old or
older. Previous studies have demonstrated that the
level of salbutamol-induced bronchodilator response
decreases with age, although the level of ipratropium-
induced bronchodilator response is not influenced by
age.29,30 However, Nisar and associate report31 that
the influence of age on the bronchodilator response
is limited, and suggest that this may reflect the pro-
gression of the disease rather than an age-related dif-
ference in the number of receptors.
Second, the dose of salbutamol was fixed in this
study. Previous reports32,33 suggest that the inhala-
tion of salbutamol at a dose higher than 300 μg facili-
tated the differentiation of asthmatic patients from
chronic bronchitic patients. Moreover, most data
from the dose-response by salbutamol in COPD pa-
tients suggest that the inhalation of 800 μg of salbuta-
mol induces a maximal or near maximal response.34
Since the subjects in our study were shifted towards
the elderly (mean age: 71.7 years), 300 μg of salbuta-
mol was inhaled to avoid the occurrence of adverse
effects on the cardiovascular system with the per-
spective of application in daily clinical practice.
Third, we used the pre-bronchodilator value of
FEV1, which was conventional, to evaluate the re-
versibility of FEV1. This tends to show that patients
with severe COPD will exhibit stronger bronchodila-
tor responses.35
When a formula is used that divides the predicted
value of FEV1, which was proposed by Anthonisen et
al.4 and Eliasson et al.,33 it suggests that expressing
the results of reversibility tests as the degree of vari-
ation does not produce mathematical biases. Further-
more, it is speculated that the degree of variation of
reversibility is influenced by physical characteristics
such as gender, age, and height, or a previous clinical
course such as acute exacerbations, where the pa-
tient might be receiving systemic corticosteroid.
There is substantial debate about the most appropri-
ate method of calculating the reversibility of FEV1.4-6
Fourth, inspiratory capacity (IC) measured by
plethysmography might be required to determine re-
versibility more precisely. Using absolute or percent-
age changes in FEV1 might underestimate bron-
chodilator reversibility in COPD. Two reasons for
this are that 1) dynamic airway collapse occurs dur-
ing forced expiration, and 2) it is likely that many
more subjects with COPD would have had a signifi-
cant BDR if slow and unforced vital capacity maneu-
vers had been used.35,36
In this study, we did not measure the response of
IC before and after salbutamol inhalation, because
the present study aimed to clarify the significance of
routine clinical application by spirometry use (based
on FVC with forced expiration over at least six sec-
onds).
O’Donnell et al.37 performed spirometry and
constant-volume body plethysmography. Despite its
disadvantages, spirometry is easy to perform and is
widely used in routine clinical settings. On the other
hand, during body plethysmography, it is important
to maintain oral and alveolar pressures at an equal
level, though this is not always possible. In particular,
it might be hard to maintain the quality of pressure in
patients with airway obstruction. In such cases,
higher values for the intrathoracic gas volume can be
obtained by dynamic changes in the upper airway
when panting is performed under the condition of in-
creased airway resistance. It is a likely disadvantage
that this error increases with the severity of airway
obstruction.38 However, reversibility using body
plethysmography should be conducted in the future
for further evaluation.
According to Newton et al.,28 regardless of whether
the choice for a volume response is governed by the
convenience of using a spirometric index such as
FVC or by the intent of maximizing the effect by add-
ing IC and RV, the volume effects are relatively simi-
lar after bronchodilator administration.
The measurement of FVC in COPD patients re-
mains controversial. ATS statements in 1991 sug-
gested that the total expiration time should be consid-
ered for evaluating FVC as a bronchodilator re-
sponse, as patients with obstructive pulmonary dis-
ease show a prolonged expiration time and increased
FVC.39 Thus, we adopted a forced expiration for over
Airway Reversibility in COPD
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six seconds for measuring FVC. In their study, Wil-
liam et al. reported40 that the response after increases
in FEV3 and FEV6 may be a secure bronchodilator
response, and that the significance of a response oc-
curring after the increase in FVC alone remains un-
clear, as this increase in FVC is due to the prolonged
expiration time. Considering the results of the study
reported by William et al.,40 it is preferable to use
FEV6 as an index instead of FVC for bronchodilator
response in the future.
It has been reported that changes in FEV1 after the
inhalation of β2-agonists in COPD patients were not
associated with an improvement in the perception of
dyspnea.10,12,41 Changes in FEV1 were limited to a
narrow range whereas the reversibility of FVC was
widely distributed. These findings support a notion
that a better health-related QOL can be obtained in
COPD patients by exhaling as much breath as possi-
ble during expiration. The present study suggests
that the bronchodilator-induced reversibility of FVC
is associated with HRQoL. This was supported by the
findings that ∆FVC was positively correlated with SF-
36 and changes in OCD as well as SGRQ and VAS-8
QOL. Since our study population was small, the pre-
sent findings need to be further evaluated in a larger
patient population.
As summarized in Figure 3, there was a correlation
between the reversibility in FEV1 and in FVC; how-
ever, no correlation was noted between the air trap-
ping index and the reversibility in FEV1. As COPD
progressed, destruction of both supporting tissue and
elastic fibers in the lung result in reduced recoil and
tethering, which increased airway resistance and ex-
piratory flow limitation. In patients with COPD, inha-
lation of the short-acting β-agonist, salbutamol, re-
duce symptoms without improving the FEV110,12
which suggest that the airway diameter in resting res-
piration may be improved, or functional residual ca-
pacity (FRC) may decrease the work to be done by
inspiratory muscles. The distance achieved after
walking for 6 minutes increased after bronchodilator
administration, and this may have been attributed to
an improvement of FVC, rather than FEV1. Since an
increase in FVC decreases resting FRC, which may
reduce the range of dynamic hyperinflation during
exercise.28 More recently, O’Donnell el al.42 reported
that inhalation of a long-acting cholinergic regimen
resulted in consistent improvements in trough FEV1
compared to a placebo, with little or no change in the
FEV1FVC ratio. They observed that the slight
changes in FEV1 mainly reflect the increase in FVC.
An increased vital capacity (VC) is inversely related
to decreased residual volume (RV), which occurs as
result of complete lung emptying. Improvement of
dyspnea on exertion in COPD after inhalation of the
regimen was attributed to a decrease in RV and an in-
crease in inspiratory capacity (IC) rather than an im-
provement of FEV1; thus, they concluded that the ef-
fect is due to an improvement of dynamic hyperinfla-
tion. Although these results support the notion, the
precise reason why no correlation was observed be-
tween the air trapping index and reversibility in FEV1
in this study remains to be clarified, and requires fur-
ther study.
Since the spirogram suggested that FVC was
FEV6,40 FEV1 reversibility may be correlated with
FVC reversibility.
Our results from the reversibility tests for airway
obstruction for both FEV1 and FVC are likely to pro-
vide useful information. In addition, the measurement
of reversibility in FVC may become a useful clinical
marker in terms of HRQoL. This supports the useful-
ness of pursed-lip expiration and bronchodilators for
COPD treatment.43
In conclusion, the improvement of FVC by β-
agonist inhalation might be closely correlated with
the health-related quality of life; thus, this measure-
ment might provide different clinical information
from the reversibility of FEV1.
ACKNOWLEDGEMENTS
The authors thank to Drs. Koichi Nishimura and Paul
Jones for permitting the use of the Japanese version
of SGRQ. They also thank Dr. Rupert Jones for many
helpful suggestions in writing the manuscript and
Ms. Sumiko Hoshi for manuscript preparation.
This study was supported by the Environmental
Restoration and Conservation Agency in Japan.
REFERENCES
1. American Thoracic Society. Standards for the diagnosis
and management of patients with COPD. American Tho-
racic Society and European Respiratory Society 2004;S1-
S13.
2. Celli BR, MacNee W, committee members. Standards for
the diagnosis and treatment of patients with COPD: a
summary of the ATSERS position paper. ATSERS Task
Force. Eur. Respir. J. 2004;23:932-946.
3. Pausels RA, Buist AS, Calverley PM, Jenkins CR, Hurd
SS, GOLD Scientific Committee. Global strategy for the
diagnosis, management, and prevention of chronic ob-
structive pulmonary disease. NHLBIWHO Global Initia-
tive for Chronic Obstructive Lung Disease (GOLD)
Workshop summary. Am. J. Respir. Crit. Care Med. 2001;
163:1256-1276. Available from: www.goldcopd.com
4. Weir DC, Sherwood Burge P. Measures of reversibility in
response to bronchodilators in chronic airflow obstruc-
tion: relation to airway caliber. Thorax 1991;46:43-45.
5. Brand PL, Quanjer PH, Postma DS et al. Interpretation of
bronchodilator response in patients with chronic airways
disease. Thorax 1992;47:429-436.
6. Dompeling E, Schayck CP, Molema J et al. A comparison
of six different ways of expressing the bronchodilator re-
sponse in asthma and COPD; reproducibility and depend-
ence of prebronchodilator FEV1. Eur. Respir. J. 1992;5:
975-981.
7. Anthonisen NR, Wright EC, the IPPB TRIAL GROUP.
Bronchodilator response in chronic obstructive pulmo-
nary disease. Am. Rev. Respir. Dis. 1986;133:814-819.
Omata M et al.
22 Allergology Internatinal Vol 56, No1, 2007 www.jsaweb.jp
8. National Collaborating Center for Chronic Conditions.
National clinical guideline on management of chronic ob-
structive pulmonary disease in adults in primary and sec-
ondary care. Thorax 2004;59(Suppl I):1-232.
9. Calverley PMA, Burge PS, Spencer S, Anderson JA, Jones
PW. Bronchodilator reversibility testing in chronic ob-
structive pulmonary disease. Thorax 2003;58:659-669.
10. Mahler DA, Harver A. A factor analysis of dyspnea rat-
ings, respiratory muscle strength, and lung function in pa-
tients with chronic obstructive pulmonary disease. Am.
Rev. Respir. Dis. 1992;145:467-470.
11. Wegner RE, Jorres RA, Kirsten DK, Magnussen H. Fac-
tor analysis of exercise capacity, dyspnoea ratings and
lung function in patients with severe COPD. Eur. Respir.
J. 1994;7:725-729.
12. Taube C, Lehnigk B, Paasch K, Kirsten DK, Jorres RA,
Magnussen H. Factor analysis of changes in dyspnea and
lung function parameters after bronchodilation in chronic
obstructive pulmonary disease. Am. J. Respir. Crit. Care
Med. 2000;162:216-220.
13. Di Marco F, Milic-Emili J, Boveri B et al. Effect of inhaled
bronchodilators on inspiratory capacity and dyspnoea at
rest in COPD. Eur. Respir. J. 2003;21:86-94.
14. Folstein MF, Folstein SE, McHugh PR. “Mini-mental
state.” A practical method for grading the cognitive state
of patients for the clinician. J. Psychiatr. Res. 1975;12:189-
198.
15. Sherman CB, Kern D, Richardson ER, Hubert M, Fogel
BS. Cognitive function and spirometry performance in the
elderly. Am. Rev. Respir. Dis. 1993;148:123-126.
16. Weir DC, Sherwood Burge P. Measures of reversibility in
response to bronchodilators in chronic airflow obstruc-
tion: relation to airway caliber. Thorax 1991;46:43-45.
17. Jones PW, Quirk FH, Baveystock CM, Littlejohns P. A
self-Complete measure of health status for chronic airflow
limitation―The St. George’s Respiratory Questionnaire.
Am. Rev. Respir. Dis. 1992;145:1321-1327.
18. Fukuhara S, Bito S, Green J, Hsiao A, Kurokawa K. Trans-
lation, adaptation, and validation of the SF-36 Health Sur-
vey for use in Japan. J. Clin. Epidemiol. 1998;51:1037-
1044.
19. Fukuhara S, Ware JE Jr, Kosinski M, Wada S, Gandek B.
Psychometric and clinical tests of validity of the Japanese
SF-36 Health Survey. J. Clin. Epidemiol. 1998;51:1045-
1053.
20. Hiratsuka T, Kida K. Quality of life measurements using a
linear analog scale for elderly patients with chronic lung
disease. Intern. Med. 1993;32:832-836.
21. Nishiyama O, Taniguchi H, Kondoh Y et al. The effective-
ness of the visual analogue scale 8 in measuring health-
related quality of life for COPD patients. Respir. Med.
2000;94:1192-1199.
22. Mahoney FI, Barthel DW. Functional evaluation: The
Barthel Index.Md. State. Med. J. 1965;14:61-65.
23. Lawton MP, Brody EM. Assessment of older people: self-
maintaining and instrumental activities of daily living. Ger-
ontologist 1969;9:179-186.
24. McGavin CR, Artvinli M, Naoe H, McHardy GJ. Dysp-
noea, disability, and distance walked: comparison of esti-
mates of exercise performance in respiratory disease. Br.
Med. J. 1978;2:241-243.
25. Hajiro T, Nishimura K, Tsukino M, Ikeda A, Koyama H,
Izumi T. Comparison of discriminative properties among
disease- specific questionnaires for measuring health-
related quality of life in patients with chronic obstructive
pulmonary disease. Am. J. Respir. Crit. Care Med. 1998;
157:785-790.
26. Yamada K, Kida K, Takasaki Y, Kudoh S. A clinical study
of the usefulness of assessing dyspnea in healthy elderly
subjects. J. Nippon Med. Sch. 2001;68:246-252.
27. American Association of Cardiovascular and Pulmonary
Rehabilitation. Guidelines for pulmonary rehabilitation pro-
grams, 2nd edn. Champaign: Human Kinetics, 1998.
28. Newton MF, O’Donnell DE, Forkert L. Response of Lung
Volumes to Inhaled Salbutamol in a Large Population of
Patients With Severe Hyperinflation. Chest 2002;121:
1042-1050.
29. Barros MJ, Rees PJ. Bronchodilator responses to salbuta-
mol followed by ipratoropium bromide in partially revers-
ible airflow obstruction. Respir. Med. 1990;84:371-375.
30. van Schayck CP, Folgering H. Effects of age and allergy
on response to salbutamol and ipratoropium bromide in
moderate asthma and chronic bronchitis. Thorax 1991;
46:355-359.
31. Nisar M, Earis JE, Pearson MG, Calverley PMA. Acute
bronchodilator trials in chronic obstructive pulmonary
disease. Am. Rev. Respir. Dis. 1992;146:555-559.
32. Meslier N, Racineux JL. Tests of reversibility of airflow
obstruction. Eur. Respir. Rev. 1991;1:34-40.
33. Meslier N, Racineux JL, Six P, Lockhart A. Diagnostic
value of reversibility of airflow obstruction to separate
asthma from chronic bronchitis. Eur. Respir. Rev. 1989;2:
497-505.
34. Barclay J, Whiting B, Addis GJ. The influence of theophyl-
line on maximal response to salbutamol in severe chronic
obstructive pulmonary disease. Eur. J. Clin. Pharmacol.
1982;22:389-393.
35. Eliasson O, Degraff AC Jr. The use of criteria for reversi-
bility and obstruction to define patient groups for bron-
chodilator trials. Am. Rev. Respir. Dis. 1985;132:858-864.
36. Reid DW, Soltani A, Johns DP et al. Bronchodilator re-
versibility in Australian adults with chronic obstructive
pulmonary disease. Intern. Med. J. 2003;33:572-577.
37. O’Donnell DE, Forkert L, Webb KA. Evaluation of bron-
chodilator responses in patients with irreversible emphy-
sema. Eur. Respir. J. 2001;18:914-920.
38. Mead J, Turner JM, Macklem PT, Little JB. Significance
of the relationship between lung recoil and maximum ex-
piratory flow. J. Appl. Physiol. 1967;22:95-108.
39. American Thoracic Society. Lung function testing: selec-
tion of reference values and interpretative strategies. Am.
Rev. Respir. Dis. 1991;144:1202-1218.
40. Girard WM, Light RW. Should the FVC be considered in
evaluating response to bronchodilator? Chest 1983;84:87-
89.
41. Wegner RE, Jorres RA, Kirsten DK, Magnussen H. Fac-
tor analysis of exercise capacity, dyspnoea ratings and
lung function in patients with severe COPD. Eur. Respir.
J. 1994;7:725-729.
42. O’Donnell DE, Flüge T, Gerken F et al. Effects of tiotro-
pium on lung hyperinflation, dyspnoea and exercise toler-
ance in COPD. Eur. Respir. J. 2004;23:832-840.
43. Bianchi R, Gigliotti F, Romagnoli I et al. Chest wall kine-
matics and breathlessness during pursed-lip breathing in
patients with COPD. Chest 2004;125:459-465.
